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[bookmark: _GoBack]SMCC's Office of Student Accessibility Services (SAS) determines students' eligibility for disability accommodations in accordance with Title II of the Americans with Disabilities Act (ADA) and its amendments and Section 504 of the Rehabilitation Act of 1973.  For the purposes of higher education, disability is defined as a physical or mental impairment that substantially limits one or more major life activities.  Disability accommodations ensure access, not comfort or preference.

SMCC does not require students to live on campus.  However, students residing on campus MUST participate in the campus dining program unless their assigned dorm room is equipped with a kitchen.  Students seeking dietary accommodations must self-identify as an individual with a disability and provide clinical documentation of their need for the accommodation from a Qualified Provider. 

Qualified Providers include medical doctors, doctors of osteopathic medicine, physician assistants, psychiatric nurse practitioners, psychologists, psychiatrists, counselors and therapists, occupational and physical therapists, speech-language pathologists, optometrists, and audiologists.  Ideally, documentation should be no older than five years.

Housing, dietary, and facility accommodations are subject to annual review.  With rare exceptions, Sodexo generally meets most dietary needs; meal plan waivers are rarely required.  Dietary accommodations cannot be determined without submitting clinical documentation and meeting with the school's licensed dietician.  Appointments are available in person and via Zoom.  

You are receiving this form because our student has identified you as a Qualified Provider who can provide their clinical documentation.  Please complete this form thoroughly.  Paper forms can be obtained by contacting SMCCSAS@mainecc.edu to request a copy.  Completed paper forms can be faxed back to 207-741-5678. 

If you have questions or concerns, please contact SAS Director Heather Jackson at 207-741-5923 or hjackson@mainecc.edu.  The student's accommodation request cannot be evaluated without your documentation.  Disability records are kept separate from the student's academic file and are excluded from free access under FERPA.  Disability information is never shared without the student's written consent.

1. Please enter the legal name of the student for whom you are providing documentation.
___________________________________________________________________
___________________________________________________________________


2. Please enter the student's date of birth.

___________________________________________________________________

___________________________________________________________________

3. Provider's name:

___________________________________________________________________

___________________________________________________________________

4. Provider's Credentials (MD, DO, LCSW, OTR-L, etc.):

___________________________________________________________________

___________________________________________________________________

5. Provider's License Number:

___________________________________________________________________

___________________________________________________________________

6. Issuing State:

___________________________________________________________________


7. Provider Contact Information (address, phone number, email):

___________________________________________________________________

___________________________________________________________________


8. Date of first contact w/ student:

___________________________________________________________________

___________________________________________________________________

9. Date of last contact w/ student: 

___________________________________________________________________

___________________________________________________________________

10. ICD 10 Primary DX:

___________________________________________________________________

___________________________________________________________________

11. Date of Primary Diagnosis:

___________________________________________________________________

___________________________________________________________________

12. What is the severity of the condition?
☐ Mild (0-3)		☐ Moderate (4-7) 		☐ Severe (8-10)


13. Is the Primary Condition variable over time?  If "yes", what is the approximate duration at the greatest severity?

___________________________________________________________________

___________________________________________________________________


14. Does the student have a secondary diagnosis?
☐ Yes ☐ No

15. ICD 10 Secondary DX:

___________________________________________________________________

___________________________________________________________________

16. Date of Secondary Diagnosis:

___________________________________________________________________

___________________________________________________________________

17. What is the severity of the condition?

☐ Mild (0-3) 		☐ Moderate (4-7)		 ☐ Severe (8-10)


18. Is the Secondary Condition variable over time? If "yes", what is the approximate duration at the greatest severity?

___________________________________________________________________

___________________________________________________________________

19. How did you arrive at your diagnosis(es)?
☐ Clinical Interview / Observation
☐ History
☐ Medical History
☐ Functional Assessments
☐ Standardized Instruments
☐ Other: _________________________________________________________


20. Are you currently treating the student for this (these) condition(s)?
☐ Yes ☐ No

21. Please indicate whether the student has any of the following food allergies/intolerances and their severity:

	
	Mild 
(Nausea, abdominal discomfort, congestion)
	Moderate (Itchy mouth, rash/hives, runny nose)
	Severe (SoB, arrhythmia, throat tightening, edema)
	Life Threatening (Requires Epi Pen)
	N/A

	Wheat/Gluten
	☐
	☐
	☐
	☐
	☐

	Dairy
	☐
	☐
	☐
	☐
	☐

	Peanuts
	☐
	☐
	☐
	☐
	☐

	Treenuts
	☐
	☐
	☐
	☐
	☐

	Eggs
	☐
	☐
	☐
	☐
	☐

	Fish
	☐
	☐
	☐
	☐
	☐

	Shellfish
	☐
	☐
	☐
	☐
	☐

	Corn
	☐
	☐
	☐
	☐
	☐

	Gelatin
	☐
	☐
	☐
	☐
	☐

	Oats
	☐
	☐
	☐
	☐
	☐

	Seeds
	☐
	☐
	☐
	☐
	☐

	Soy
	☐
	☐
	☐
	☐
	☐

	Citrus
	☐
	☐
	☐
	☐
	☐

	Other
(Please Explain Below)
	☐
	☐
	☐
	☐
	☐

	










22. Please indicate the route of exposure that impacts your student:

	
	Contact
	Inhalation
	Ingestion
	All Three
	N/A

	Wheat/Gluten
	☐
	☐
	☐
	☐
	☐

	Dairy
	☐
	☐
	☐
	☐
	☐

	Peanuts
	☐
	☐
	☐
	☐
	☐

	Treenuts
	☐
	☐
	☐
	☐
	☐

	Eggs
	☐
	☐
	☐
	☐
	☐

	Fish
	☐
	☐
	☐
	☐
	☐

	Shellfish
	☐
	☐
	☐
	☐
	☐

	Corn
	☐
	☐
	☐
	☐
	☐

	Gelatin
	☐
	☐
	☐
	☐
	☐

	Oats
	☐
	☐
	☐
	☐
	☐

	Seeds
	☐
	☐
	☐
	☐
	☐

	Soy
	☐
	☐
	☐
	☐
	☐

	Citrus
	☐
	☐
	☐
	☐
	☐

	Other
(Please Explain Below)
	☐
	☐
	☐
	☐
	☐

	







23. Is the student at contact or inhalation risk in a classroom/ lecture hall, library, dorm room, or similar spaces? Please explain risk and required mitigation steps.

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________



24. Does your student require any of the following texture modifications?

	
	Yes
	No

	Liquified
	☐
	☐

	Pureed
	☐
	☐

	Minced and moist
	☐
	☐

	Soft and Bite sized
	☐
	☐

	Easy to chew
	☐
	☐

	Other
(Please explain below)
	☐
	☐

	






25. Please record all related pharmacological, assistive technology, and auxiliary aides or durable medical equipment - include any current medication(s) currently prescribed including dosage, frequency of use, potential side effects and efficacy, any assistive technology recommended or currently in use, and all prescribed auxiliary aides and durable medical equipment.

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________


26. Please provide relevant hospitalization history & current treatment providers:

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________


27. Please provide detailed information about the diet and foods your student requires and those they must avoid and how this relates to their disability/diagnosis.  If relevant, include any restrictions related to cross contamination (Example: high protein, low sugar, no tree nuts, no dairy, no soy.  Can eat all fruits and vegetables, meats, and grains.)

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________


28. Is there any additional information you would like to share regarding your student's dietary requirements?

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________



Provider Signature: _____________________________________________________


Date: ________________________________________________________________



Please return this form to:

Southern Maine Community College, Student Accessibility Services
2 Fort Road, South Portland, Maine 04106
Phone: (207) 741-5923, Fax: (207) 741-5678, Email: smccsas@mainecc.edu
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